Although organizational context is central to evidence-based practice, underdeveloped measurement hindersitsassessment. The Alberta Context Tool, comprised of 59 items that tap10 modifiable contextual concepts, was developed to address this gap. The purpose of this study to examine the reliability and validity of scores obtained when the Alberta Context Tool is completed by professional nurses across different healthcare settings. Five separate studies (N = 2361 nurses across different care settings) comprised the study sample. Reliability and validity were assessed. Cronbach's alpha exceeded 0.70 for9/10 Alberta Context Tool concepts. Item-total correlations exceeded acceptable standards for 56/59items. Confirmatory Factor Analysescoordinated acceptably with the Alberta Context Tool's proposed latent structure. The mean values for each Alberta Context Tool concept increased from low to high levels of research utilization(as hypothesized) further supporting its validity. This study provides robust evidence forreliability and validity of scores obtained with the Alberta Context Tool when administered to professional nurses.
Introduction
International awareness and acceptance of the importance of organizational context to evidence-based practice and to better patient outcomes is growing. Little empirical evidence supports these claims, though, in part because we lack a robust measure oforganizational context. Several instruments measure selected aspects of context, for example organizational culture [1, 2] , organizational climate [3, 4] , and the practice environment [5, 6] . However, these tend to be lengthy (potentially increasing respondent burden) and do not capture a broad conceptualization of context, making them often not feasible for use in the busy, resource-stretched healthcare settings where healthcare providers frequently practice. In 2006, the Alberta Context Tool (ACT) was developed to address this important empirical gap. There are now sufficient data across multiple settings to conduct an advanced psychometric assessment of the instrument's performance when administered to professional nurses. Confirming adequate measurement of the ACT would allow itto be used with increased confidence.
Organizational context is ". . .the environment or setting in which people receive healthcare services, or in the context of getting research evidence into practice, the environment or setting in which the proposed change is to be implemented" [7] . According to the Promoting Action on Research Implementation in Health Services (PARiHS) framework, research implementation/utilization occurs as a result of the interplay between three core concepts: evidence, context, and facilitation [8] . These authors' conceptualization of context was based on literature from the fields of quality improvement, organizational excellence, learning organizations, and change management. They proposedthat context is comprised of three concepts (leadership, culture, and evaluation), each of which exists on a continuum from low to high. Expanded views of organizational context can be found in related literature. Glisson [9] , for example, includes additional dimensions such as organizational structure (centralization of power and formalization of roles), work attitudes, hard and soft core technologies (raw materials, knowledge, skills, and equipment), and inter-organizational domains (organizations linked by a common societal problem or set of problems).
Strong hypotheses about the central role of context in research use and outcomes have led to large but distinct bodies of literature on context (e.g., [9] [10] [11] [12] . Several characteristics of context are identified in this literature as potentially important to the use of research by healthcare providers. Documented in this literature are contextual characteristics that can increase an individual's use of research evidence. These characteristics include: specialist services and resources; presence of professional standards; positive attitudes and a higher proportion of managers; continuity in management; organizational slack; effective communication and collaboration between departments; presence of opinion leadership; senior management support for evidence-based practices; features related to organizational culture and climate (including leadership style); and, social interaction. Many of these characteristics are potentially modifiable, thus they could be targets of future tailored implementation efforts if, through robust measurement, they can be shown to consistently and positively influence research use and/or improve outcomes. The ACT was specifically developed to assess modifiable dimensions of organizational context in relation to care providers' and managers' use of research evidence in practice [13] [14] [15] . It is also beginning to be investigated in relation to healthcare provider outcomes, e.g., aggression from residents [16] .
The Alberta Context Tool (ACT)
Underpinned by the PARiHS framework [8] and related literature [10, 11, 17] , the ACT is designed to measure modifiable dimensions of organizational context as perceived by individual healthcare professionals. Its development was guided by standard methods of survey design, balanced with a practical requirement for brevity, given that it would be administered to nurses working in resource-constrained environments. The initial version of the instrument was designed for nurses in acute care hospitals and contained 56 items representing 10 core concepts: leadership, culture, evaluation, social capital, formal interactions, informal interactions, structural and electronic resources, organizational slack-staff, organizational slackspace, and organizational slack-time. Table 1 defines these 10 context concepts, lists sample items, and how scored. The ACT has since been adapted for additional provider groups (healthcare aides, physicians, allied health professionals, specialists/educators, and care managers) and settings (adult hospitals, pediatric hospitals, residential long-term care facilities (nursing homes), and community/home care).The instrument has or is currently being used in 56studies (24 studies in adult hospitals, 8 studies in pediatric hospitals, 17 studies in long-term care settings, and 7 studies in home care settings) across 8 countries (Canada, USA, Sweden, Netherlands, United Kingdom, Republic of Ireland, Australia, and China) and is available in six languages (English, French, Swedish, Dutch, German, and Mandarin).
During its initial development, the ACT was assessed for content validity (do the items embody the content of its respective concept) and response processes validity (respondents 'understanding and interpretation of the various items) [18] .Content validity was estimated by the research team responsible for its development, who are recognized as international experts in the areas of organizational context and research utilization [19, 20] . Response processes validity was estimated using focus groups with care providers (nurses, healthcare aides, physicians, allied health professionals, specialists/educators, and care managers) [19, 21, 22] . In addition to content and response processes validity evidence, two standard reliability and validity investigations of scores obtained using the ACT were conducted [14, 20] . The first investigation, conducted with data from a sample of pediatric nurses, reported a principal components analysis showing 13-factors; 2 of the 10 ACT concepts(informal interactions and structural and electronic resources) broke into multiple factors within their proposed concept. Hence, the theory behind the ACT remained at 10 concepts overall. Adequate internal consistency reliability was also reported; Cronbach's alpha coefficients exceeded .70 for 7 of the 10 ACT concepts (exceptions: formal interactions, structural resources, and organizational slack-space) [20] . The second investigation used ACT scores from unregulated care providers (healthcare aides) working in residential long-term care facilities [14] . In this investigation a confirmatory factor analysis (CFA) was conducted; findings revealed that the ACT data collected was consistent with the structure suggested in the ACT instrument. Internal consistency reliability was again adequate; 8ofthe 10 ACT concepts had alpha>0.70 (exceptions: formal interactions and organizational slack-space) [14] .
Psychometric Framework
The Standards for Educational and Psychological Testing(the Standards) guided the advanced psychometric assessment of the ACT presented in this paper, particularly the assessment of validity. The Standards are described as 'best practice' in psychometrics [23] . Validity, using this approach, refers to "the degree to which evidence and theory support the interpretations of test scores entailed by proposed uses of tests' content" [18] . With this approach, validation involves accumulating evidence from four sources: (a) test-content-do the items cover the content of the construct being measured; (b) response processes-how respondents interpret, process, and elaborate on item content and whether this is in accordance with the construct; (c) internal structure-how the items relate to one another; and, (d) relations to other variablesrelationships between scores obtained with the instrument and other variables which the score is (or is not) expected to relate [18, 24] . This later type of validity evidence (relations to other variables) can come from correlations, statistical modeling, and group-comparison studies. Previously, various different validity labels were used to refer to this type of validity evidence, for example: criterion-related validity (i.e., concurrent validity, predictive validity), convergent validity, and discriminant validity. By collecting data that tap each of these four validity sources (content, response processes, internal structure, and relations to other variables), we were able to use all available data to assess the comprehensiveness of the validity evidence for scores obtained with the ACT administered to nurses to inform a comprehensive validity argument. In previous work, the ACT was assessed with nurses for preliminary signs of validity, using test content and response processes evidence [19, 21, 22] . In this study we add to this previous ACT validity evidence by assessing specifically the scores obtained from its use with nurses for advanced sources of validity evidence: internal structure and relations with other variables.
Purpose
The purpose of this study was to examine the reliability and validity of scores obtained when the ACT is completed by professional nurses across different healthcare settings. Our specific study aims were: (1) to assess the internal consistency of the 10 ACT concepts when completed by nurses; (2) to assess the internal structure and relations to other variables validity of the 10 ACT concepts when completed by nurses.
Methods

Design and Participants
This study was a secondary analysis of data from five separate studies (Table 2) ,each employing a cross-sectional descriptive survey design. Data included in our analyses are from professional (i.e., registered/licensed) nurses who completed the ACT, questions on demographic variables, and the Estabrooks measure of either instrumental and/or conceptual research utilization [25] . The nurses were from two countries (Canada and Australia) and various clinical settings (longterm care, acute pediatric hospitals, acute adult hospitals, and community/home care).
Instrument
The ACT. The ACT was developed to elicit individual care providers' perceptions of their organizational context. Three principles informed its development: (a) the PARiHS framework and related literature;(b) brevity-an instrument that could be completed in 20 minutes (nurses required an average of 9.1 minutes to complete the ACT online and 13.7 minutes on paper); and (c) a focus on modifiable contextual concepts [20] . The first version of ACT(nurses, adult hospitals) was developed between May 2005 and September 2006, in four phases: comprehensive literature review, conceptual refinement, item construction, and feasibility assessment. Because item wording, particularly in the stem statements, required modification for different provider groups, versions of the ACT specific to each of five professional subgroups (nurses, physicians, allied health professionals, specialists, and managers) were developed. The ACT was subsequently modified for all five professional subgroups in pediatric hospitals, residential long-term care facilities (nursing homes) and community/home care settings. An additional version was developed for healthcare aides in nursing homes [20] . To examine seven teams of nurses in their efforts to improve one basic aspect of care for older people in adult hospitals.
The ACT Nurse Version reported in this paper contains 56-59 items (depending on the care setting: acute care has 56 items while homecare has 57 items and long-term care has 59 items). The difference in the number of items reflects setting specific contexts; the homecare version has an item on access to a computer that is not required in acute care version, and the long-term care version has this item plus an additional two items on (1) interactions with care aides and (2) having enough staff to ensure residents have their best day. All three ACT Nurse Versions assess 10 core contextual concepts: leadership, culture, evaluation, social capital, formal interactions, informal interactions, structural and electronic resources, organizational slack-staff, organizational slack-space, and organizational slack-time (see Table 1 for definitions, sample items, and scoring). While all items are asked using Likert or frequency rating scales, the items for three of the concepts (formal interactions, informal interactions, structural and electronic resources) were not designed as true scales. The later item sets represent, for example, a list of people one may (or may not) interact with or a list resources one may (or may not) have access to, rather than a cohesive set of item tapping a shared concept. These item sets are therefore recoded as existing or not and a sum is then taken to derive an overall score for the concept. These item sets are referred to as non-scaled items in this paper. The remaining ACT concepts were designed as true scales; the mean of all items in each concept's item set was used to derive an overall score for that concept. These item sets are referred to as scaled items in this paper
Research Utilization. Organizational context is theorized to be important to research utilization by care providers [8] . In this study, in addition to measuring context with the ACT we measured two kinds of research utilization: instrumental and conceptual. Instrumental research utilization (IRU) is research use that results in an observable action (e.g., use of a best practice guideline [26] . Conceptual research utilization (CRU), on the other hand, is the cognitive research use which may or may not lead to observable actions [26] . Both IRU and CRU were measured with a single question asking respondents how often they use research in the described way and was scored on a five-point scale from 1 (use less than 10% of the time) to 5 (use almost 100% of the time).
Data Collection
We analyzed five studies utilizing the ACT that collected data from professional nurses between June 2008 and June 2011. Prior to our psychometric analyses of the data, we reconfigured those five datasets; this entailed detailed mapping of the data files to link the individual scale instructions, items and response options across the individual datasets to create a single (master) nurse dataset. Our research team decided jointly which items could and could not be combined in merging the five datasets into that single dataset.
Data Analysis
Data were analyzed using Statistical Analysis Software (SAS Institute) and LISREL (Scientific Software International, Inc) statistical software packages. No items had significant missing data (i.e., all items were answered by 90% or greater of respondents) [27] . Sample demographic characteristics were summarized using descriptive statistics. All analyses were carried out for each individual healthcare setting (findings not reported); similar results were found across settings, therefore the analyses reported in this paper reflect all settings combined.
Reliability. Reliability for each ACT concept (n = 10) was assessed using Cronbach's alpha; while an alpha of 0.70 is thought of as acceptable, 0.80 or higher is preferred for established scales such as those contained within the ACT [28] [29] [30] .
Validity. Our validity testing included an assessment of the internal structure of the ACT as well as an assessment of relations with other variables between the ACT scores and research utilization, which according to the PARiHS framework, should be related.
Validity: Internal structure validity evidence. We conducted item-total statistics (in SAS)andConfirmatory Factor Analysis (CFA)(in LISREL) in this phase. Item-total statistics were calculated for the items in each of the 10 ACT concepts; we considered items for reassessment if (a) they correlated with their scale score at 0.3 or lower, and (b) they caused a substantial rise or fall in the Cronbach's alphavalues that were observed when we recalculated alpha on a reduced set of items (i.e., without the item) [28, 31] . We used CFA to confirm the latent structure of the ACT that was observed in our earlier work with healthcare aides [14] .In developing the ACT, items selected to measure each of the 10 concepts were written to assess similar but explicitly non-redundant elements of the concept. To fully comply with CFA structuring, items within each concept would have to be entirely redundant (except for measurement error) [32] . For proper factor model specification, the errors should be 'independent', and the entire coordination of the items within sets should depend exclusively on the relevant latent factor-which is another way of saying the items are redundant because they are similar to one another only to the extent of their common dependence on a latent factor and differ from one another in only error-ways (where those errors are to be minimized and made as independent or random as possible). Thus, our intentional differentiation of items within each concept implies that the CFA model is not absolutely precise, even though the strong differentiation between the 10 concepts makes the CFA model the most appropriate of the available models for assessing internal consistency.
We examined three factor models, informed by previous ACT work with healthcare aides [14] . Model 1 included all ACT items, Model 2 included the items contained in the seven scaled ACT concepts and Model 3 included the three non-scaled ACT concepts. We tested modeldata fit with χ 2 , to determine the consistency between the model-implied covariance matrix (from CFA) and the sample covariance matrix (from our data); a significant χ 2 value implies detectable ill fit. We also report common 'close-fit' indices: (1) the root mean square of approximation (RMSEA); (2) the standardized root mean square residual (SRMSR); and, (3) the comparative fit index (CFI). A RMSEA < 0.06 and SRMSR < 0.09 [33, 34] and a CFI value > 0.90 [33, 35] indicate 'close fit'.We anticipated that our CFA models would be able to detect some ill fit due to our deliberate use of non-redundant items. Substantial loadings within factors constitute the most compelling evidence from the CFA analysis, given the non-redundancy of items between the 10 ACT scales. Validity: Relations to other variables validity evidence. We calculated Pearson's correlation coefficients between the 10 ACT concepts and IRU and CRU. Cohen's [36] criteria were used to describe the magnitude of the correlations as small (r = 0.10), moderate (r = .30), or strong (r = .50 or higher). Following calculation of Pearson's correlation coefficients, we examined each ACT score to see if its mean score changed(and in what direction) as scores on IRU and CRU increased; ANOVA was used to determine if the changes in mean scores were statistically significant.
Ethical Considerations
The University of Alberta Research Ethics Board approved this study (Pro00016573). Because this study is a secondary analysis of existing anonymous survey data, informed consent from the participants of the original studies neither was possible nor considered necessary by the research ethics board above. Consent in the original studies was through submission of an anonymous online survey. No clinical records or patient data were collected in this study or in the original studies. The data collected and used in this study was anonymized survey data from healthcare professionals on their perceptions of their work environment (context) and their self-reported daily use of research evidence.
Results
Sample Characteristics
Our sample includes responses from 2361 professional nurses (demographic characteristics in Table 3 ). Missing data were minimal, with > 90% complete data in all cases (Table 3) . ACT concept scores were derived using all available data with missing values treated as missing. The proportion of nurses across the different healthcare settings was: adult hospitals (27%), pediatric hospitals (35%), long term care (18%), and community/home care (20%).
Reliability
Reliability coefficients for the ACT concepts are documented in Table 4 . Nine of the ten ACT concepts had alpha coefficients that were at or exceeded the accepted standard of 0.80 for established scales [28] [29] [30] ; the only exception was 'formal interactions' which had an alpha of 0.59.
Validity
Internal structure: Item-total correlations and statistics. Almost all (56/59, 95%) of the ACT items had corrected item-total correlations greater than the predetermined cut-off of 0.3 ( Table 4 ). The three items that did not meet this minimum cut-off are from three different ACT concepts: (a) formal interactions (item Continuing education outside nursing home, 0.134); (b) informal interactions (LTC version; item Hallway talk, 0.252); and (c) structural and electronic resources (item Library use, 0.281). No substantial rises or falls were found between the original (all items in the subscale for the concept) and the recalculated (i.e., individually with each item removed) Cronbach's alpha values for each ACT concept, giving further evidence of internal structure validity. Internal structure: Confirmatory factor analysis. We estimated three factor models. Model 1 contained all ACT items i.e., a 10-factor model in which each ACT item loaded on only its corresponding ACT concept. Model 2 examined the seven ACT scaled concepts, and Model 3 examined the three ACT non-scaled concepts (Table 5) .Overall, Model 2 had the best fit, followed by Model 1 and then Model 3. Correlations between the 10 concepts are mostly in the moderate to large range in magnitude according to Cohen's standards (Table 6 ).The fit indices of the full 10-factor model (Model 1) and the seven-factor model (Model 2) would be interpreted as 'close fit' using conventional standards (RMSEA, SRMSR, CFI) but, as anticipated; the χ 2 test does not support the precise fit of any of the models (Table 5 ).We anticipated that Model 2 would provide the best fit because it contained only scaled items; items in the three non-scaled concepts (included in Models 1 and 3) were developed to reflect elements that are less dependent on a common cause than are those within the scaled concepts. Therefore, as expected, the χ 2 and close fit indices are noticeably superior for Model 2 compared to Models 1 and 3 (Table 5) . Factor loadings for all three models were in the predicted direction. The magnitude of the loadings was moderate to high for the scaled concepts (Model 1, 2) . The loadings for the nonscaled items tended to be smaller regardless of whether these items appeared alone (Model 3) or accompanying the scaled items (Model 1). The loadings for nine ACT concepts are Reliability & Validity of ACT, Professional Nurses sufficiently large and uniform to justify clustering the items within those contextual concepts. However, items in structural and electronic resources appear have more disparate causes, rather than sharing a single underlying cause.
Relations to other variables: Correlations and increasing mean value analysis. Correlation among the 10 latent factors corresponding to the ACT conceptswith IRU and CRU are presented in Tables 7 and 8 respectively. As expected on the basis of theory, the 10 ACT concepts correlate positively with both IRU and CRU. The magnitude of the associations between the ACT concepts and research utilization were small and similar across instrumental and conceptual research utilization. Although the CFA indicates that the items constituting the structural and electronic resources concept might arise from disparate causes, those items collectively display some of the stronger correlations with both IRU and CRU. We also expected that the ACT concepts would have increasing mean values from lowest to highest levels of IRU and CRU (in line with research utilization theories). Our results support this assumption and thus add to our validity argument (Tables 7 and 8) .
Discussion
This study is the first large-scale psychometric assessment of scores obtained with the Alberta Context Tool (ACT) administered to nurses across multiple healthcare settings. We were [18] . Previous work with nurses estimated test-content and response processes validity and led to refinement of the ACT structure, primarily removal of some items and a reorganization of remaining items under concepts [20] . The ACT was then re-administered to nurses across multiple care settings by multiple research teams (Table 2) . In this study, the ACT was tested for additional psychometric properties to complete its validity argument when administered to professional nurses. Our findings support the assertion that the ACT, when administered to nurses, provides a reliable and valid assessment of organizational context.
Reliability
In developing the ACT, items selected to measure each of the 10 concepts were designed to tap similar yet explicitly non-redundant features. This intentional non-redundancy of the items renders the usual alpha criterion marginally-inappropriate. The items are supposed to be similar within sets (which makes alpha style information somewhat relevant) but the items are not created to be strictly redundant (which makes traditional alpha criteria unlikely to be fully satisfied). Internal consistency reliability of the ACT (Cronbach's alpha coefficients)was at or above the standard (0.80) for established scales administered at the individual level for 9 of 10 concepts. One concept was below this standard: formal interactions (alpha = 0.59). This is consistent with previous assessments with pediatric nurses and healthcare aides in nursing homes [14, 20] . The low alpha results partially from the four items within this concept, which were purposefully selected to be non-redundant. Other ACT concepts designed in this manner include informal interactions and structural/electronic resources; the fact that these concepts have acceptable alpha levels may be explained by their larger item sets.
Validity
Internal structure. The items of the ACT were intentionally selected during instrument development to (a) cluster within 10 basic conceptual domains and (b) be non-redundant within each conceptual domain. In initial psychometric assessments of the ACT with nurses, exploratory factor analysis helped to assess and refine the instrument structure [20] .In the present study, this refined structure was examined for (a) associations between the items within each ACT concept and (b) evidence of single dimensionality of the seven scaled concepts. The item-total statistics support the refined structure of the ACT, indicating the items within the ACT are linked to their respective concept ( Table 4) . The item statistics, as expected, also support single dimensionality of the seven scaled concepts.
The intentional clustering of items within the ACT concepts made CFA and factor models an appropriate choice to assess the structure of the ACT. At the same time, because the ACT was designed to include non-redundant items within its concepts, we knew the factor models would not show successful fit. As a consequence of the basic clustering of items into the 10 conceptual domains, but with purposeful non-redundancy of items within the conceptual domains, we anticipated and found high loadings within latent factors but overall significant ill fit of the model. Data from both internal structure assessments (item statistics and CFA) support the structure of the ACT, adding to our validity argument.
Relations to other variables. Rounding out our validity argument is relations to other variables evidence. The ACT is underpinned by the PARiHS framework [8] , which argues that a positive context is important for successful implementation of research into practice (i.e., research utilization) to occur. We expected and found significant correlations between the ACT concepts and IRU and CRU; higher levels of research utilization (irrespective of the kind of research utilization) were significantly associated with more positive contextual conditions as perceived by nurses. Further analyses showed an increase in the mean scores of each of the 10 ACT concepts with increasing mean values from low to high levels of instrumental and conceptual research utilization. These findings are consistent with the assertions in the PARiHS framework and with our psychometric assessment of the ACT administered to healthcare aides [14] , again supporting our validity argument for the ACT.
Limitations and Implications
This study used data from a large sample of nurses in multiple healthcare settings across Canada and Australia. However, to use the ACT with confidence internationally requires testing for psychometric properties of translated versions of the ACT; additional assessments are planned or underway for German, Swedish, and French Canadian versions of the ACT with nurses. This study is also limited by the factor models used to assess internal structure validity. While these models were the most appropriate of the available styles of model, a more rigorous test of the theory that underpins the ACT. This however would require additional measures of evidence and facilitation (as proposed in the PARiHS Framework) not available at this time. Therefore, a CFA was the best model choice in the current study. Future assessments of the ACT should include data on evidence and facilitation, in addition to ACT data, to allow a more complete assessment of the theory that underpins the ACT.Other models (e.g., structural equation models), potentially using even single indicators, could also explore the causal structures coordinating the items clustered within the ACT dimensions. When the value of a common (in our model, latent factor) cause changes, all the effected indicators should respond, and the consistency in the items' responses means the values/scores on the items become correlated or coordinated [32] . We first however need to determine what the 'best' indicators are for each of the ACT multi-indicator concepts.
The majority of implications arising from this study and analysis by its nature of being a measurement study focused on reliability and validity relate to future research (as identified above). However, there are also implications for nursing practice. Concepts in the ACT were purposefully selected for inclusion in the tool because they are potentially modifiable. Thus, a measurably reliable and valid ACT holds potential to identify targets for future tailored implementation efforts if, through robust measurement, they can be shown to consistently and positively influence research use and/or improve outcomes.
Conclusion
This study is the first large large-scale psychometric assessment of ACT scores from nurses in a variety of care settings. The results support using the ACT with professional nurses to obtain reliable and valid estimates of organizational context. When combined with the previous preliminary assessment of the ACT with nurses [20] , a robust validity argument is formed the provides evidence from all four possible sources of validity presented in the Standards for Educational and Psychological Testing, considered 'best practice' in psychometrics. We continue to encourage detailed investigation of the items within the ACT concepts whenever the research context permits.
